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Compartment Syndrome 


Pathogenesis 


e Pressure in soft tissue compartment 
exceeds capillary pressure (30 
mmHg) 


Diagnosis 


e Clinical diagnosis based on the 
presence of the following: 
- Pain out of proportion to the injury not 
responding to analgesia 


- Pain on passive stretch of the muscles in 
the affected compartment 


- Parasthesia followed by anaesthesia 


- A tensely swollen soft tissue 
compartment 


Diagnosis 


e NOTE: 
- Pulselessness, Pallor, Poikilothermia, 
Paralysis is signs of arterial injury NOT 
compartment syndrome 


Diagnosis 


+ In patients with decreased 
consciousness intra-compartmental 
pressures can be monitored through: 
- Commercially available compartment 
pressure monitors 
- Whiteside's technigue 


Diagnosis 
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Management 


e Pre-operative 
- Fluid resuscitation to maintain prefusion 
pressure 


- Remove constrictive bandages / split 
plaster 


- Elevate limb to level of the heart 
- Prepare patient for theatre 


Management 


e Surgery 
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Fat Embolism Syndrome 


Definition 


e Clinical syndrome caused by 
inflammatory response to embolized 
fat globules, characterized by: 


- ARDS (Acute respiratory distress 
syndrome) 


- Encephalopathy 
- Petechia 


- DIC (Diffuse intravascular coagulopathy) 


Pathogenesis 


+ Two theories regarding the causes of 
fat embolism include 


- Mechanical theory = embolism is caused 
by droplets of bone marrow fat released 


into venous system. (when the fracture 
happens) 


- Metabolic theory = stress from trauma 
causes changes in chylomicrons which 
result in formation of fat embolism. 


Diagnosis 


e Clinical diagnosis 

- Single or multiple long bone fractures 
(especially =~), typically young 
active patients (10-40 yrs of age), 
typically (12-72 hours after fracture or 
fracture-fixation) 

- Hypoxia (tachypnoea and eventually 
full-olown ARDS) 

- CNS depression (confusion) 

- Petechial rash (Conjunctival and skin of 
the axilla or upper trunk) 


Diagnosis 


- Petechial rash (Conjunctival and skin of 
the axilla or upper trunk) 


Diagnosis 


e Lab tests 
- Arterial blood gas is the most important 
special investigation (other adjunctive 
role only). Pa02<60mmhg, PaCO2 
initially decreased due to tachypnoea 
later increases 


- Trombocytopenia (late) 


Diagnosis 


“ Radiological imaging 
- X-ray changes are only 
seen late = 
“snowstorm” appearance 
or non-specific infiltrates 
bilateral 
- CT chest 
- MRI brain confirms 
diagnosis. 


Management 


e Start treatment based on clinical 
suspicion (special investigations only 
adjunct role) 

+ Treatment basically supportive (no 
specific treatment available) 


e Immediate transfer to High-care or 
ICU 


Management 


e Fluid resuscitation 


e Supplemental oxygen or mechanical 
ventilation 


e Immobilize/stabilize fracture 


Prevention 


+ Early fracture immobilization and 
Stabilization 

e Adequate fluid resuscitation 

e Adequate pain relief 


the aim is to decrease severity of the 
inflammatory response as a result of 
the fracture 


